In the excellent case report and review by Osula et al, concerning acute myocardial infarction in young adults, comment was passed on the probable mechanism of the actual myocardial infarct described, and other possible causes were reviewed. 1 The point made that the diagnosis of spontaneous coronary artery dissection is often made at postmortem is accepted. However in life myocardial infarction in the young, due to spontaneous coronary artery dissection, has been linked to both immunosuppression and hypertension. 2 3 There are a number of similar case series reported in the literature and it is clear from these that the survival rate is less good in the patients treated medically. 4 It is also clear that thrombolytic therapy in spontaneous coronary artery dissection is potentially a "double edged sword". Authors reporting the deterioration of patients after treatment with thrombolytics have suggested that thrombolytic induced bleeding into the dissected vessel wall is the probable cause of the clinical deterioration.
5 6 Osula et al do suggest that diagnostic coronary angiography be performed in all cases but do not specify timing.
Early recognition of coronary artery angiographic abnormalities, including spontaneous dissection, is surely essential in the management of young patients with acute myocardial infarction. While recognising that the coronary arteries in this case were subsequently shown to be "normal", it could be argued that direct coronary angiography should precede (and potentially negate the need for) thrombolytic therapy in young patients with myocardial infarction. 
G Morgan-Hughes

Acute myocardial infarction in young adults
The differential diagnosis of coronary embolism, acknowledged to be relevant to the aetiopathogenesis of myocardial infarction in the young, 1 would be incomplete without mention of paradoxical coronary embolism, especially in the context of a diagnosis of nephrotic syndrome. As the authors themselves pointed out, severe hypoalbuminaemia is a risk factor for venous thrombosis, and the latter may, in turn, be complicated by embolic manifestations involving either the pulmonary or the systemic vascular bed. The latter, aptly entitled "paradoxical" embolism, may be more difficult to recognise when it occurs in the absence of concurrent pulmonary embolism, as in the 66 year old with patent foramen ovale, reported by Wiecking in 1971. 2 In the 24 year old reported by Jungbluth et al, the communication between the cardiac chambers was an atrial septal defect. 3 According to the literature review undertaken by these authors, it is the association of pulmonary embolism (giving rise to an increase in right atrial pressure), and an interatrial communication which most commonly provides the pathophysiological "substrate" for this syndrome. 3 Diagnostic difficulty may, however, be compounded by the fact that, even in the presence of clinically overt deep vein thrombosis, pulmonary embolism may, itself, be subclinical, 4 with the possibility that the only clinically manifest embolic episode may be the one involving the coronary circulation.
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BOOK REVIEWS
The reviewers have been asked to rate these books in terms of four items: readability, how up to date they are, accuracy and reliability, and value for money, using simple four point scales. From their opinions we have derived an overall "star" rating: * = poor, ** = reasonable, *** = good, **** = excellent. 
Paediatric Radiology for MRCPCH and FRCR
The book is very clearly set out with a useful initial section of interpretation, rules, and tools with each of the 100 or so cases. There are clear answers and a useful list of radiology points and clinical relevant facts to the condition demonstrated.
There is a small bibliography of the books that could be referred to and it is unfortunate that the authors haven't referenced their radiology and paediatric points to the bibliography and/or other references. Nevertheless, the book will be a useful aid to doctors training for their examinations and, indeed, could be a useful text for CPD for consultants.
It is competitively priced at £17.50.
A C Elias-Jones
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Comprehensive Care for People with Epilepsy. The 37 chapters of this book are derived from presentations that dealt with comprehensive care for epilepsy at a Bethel Cleveland Clinic Symposium (1999). Comprehensive care aims to incorporate the psychosocial aspects of disease to build "a framework for intervention and quality-of-life orientated outcome". The two opening chapters provide a succinct overview of international research in the area and convincingly demonstrate the importance of a comprehensive approach to epilepsy care. Many of the proceeding chapters are descriptions of their authors' local programmes for various aspects of comprehensive care, for example, psychological treatment for seizure prevention or vocational rehabilitation. These may provide some stimulus to workers initiating similar endeavours. However, in many cases, the material is mainly descriptive with variable treatment of the background literature and limited assessment of efficacy, particularly in comparison to other approaches. I found the three chapterson the economics of epilepsy an excellent introduction to this field with clear explanations of the economic concepts and research methodology involved.
Most readers will probably find this book of limited interest. This is perhaps inevitable for a collection of presentations from a conference, particularly where the subject is so broad in scope and must draw from many disciplines. It may, however, have been useful to include a more substantial section drawing together the different strands of the comprehensive approach.
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